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Crash Cart Changes 
Effective: 5/18/04 
 
1. All crash carts will be standardized, contents of the 
carts should not be customized by any unit. 
2. There are 2 different crash carts and one with additional 
supplies: 
a. Adult Crash Carts (Critical Care, Telemetry, CPRU, 
ETC, Neuroscience Unit, Surgical Care Unit, 
Medical 2 (MPCU), Cardiac Rehab, Stress Lab)  
▪ Adult/Pediatric Carts – same content as adult 
crash carts with pediatric Broselow bag 
supplies (Surgery, PACU, Riverside Campus 
Clinic) 
b. Pediatric (Broselow Carts) (Peds, ETC, Cath Lab 5) 
3. Medications (in drawers 1 & 2- adult and in drawer 1 – 
Broselow cart) will be in trays covered in a tear off 
plastic seal 
4. Following a code, the triplicate charge slip will be 
labeled with the patient’s name and the needed 
supplies and medications identified.   
a. Top copy stays on the unit until meds and supplies 
are stocked on the cart 
b. Yellow copy along with the tray(s) of unused 
medications brought to Pharmacy to exchange for a 
fully stocked tray (PCAs or HUCs may do this) 
c. Pink copy tubed to Distribution, Distribution will 
deliver the indicated supplies to the unit 
5. Medications in trays 1 & 2 are different 
▪ No longer alphabetical 
▪ Drawer 1 has Atropine and Epinephrine at the front 
of the drawer, followed by vials in the center and 
Bicarb, Lidocaine, etc. in the back of the drawer (all 
are very clearly labeled for identification 
▪ Drawer 2 contains medicated IVs (Dopamine, etc.) 
as well as pediatric bicarb, these are clearly labeled 
as well (the purpose of this is standardization) 
6. Supply bag 5 added for ETC (IV start supplies) since 
they respond to codes in non patient care areas 
7. Supply bag 6 added to Peds/Broselow carts for ABG, 
airway, pericardial supplies for older child arrests 
8. Supply Box (red) added to organize needles and 
syringes 
9. Crash carts should be stocked according to the policy 
“Cardiopulmonary Arrest Management” (revised copy 
to be placed on the CentraNet with a 5/4 review date) 
 
Roberta Basol 
Director, Critical Care 
 
 
Limited Treatment Code Blue 
Effective: 5/18/04 
 
If a patient has a limited treatment order for resuscitation 
(i.e. no intubation), then a blue “striped” band needs to be 
placed on that patient’s wrist.  The limited treatment 
should be written directly on the band.  The blue striped 
bands can be ordered from Distribution (order #1022546). 
 
If the patient is a full No Code Blue, then a solid blue 
band is used.  Please make sure that all patients with a 




Director, Critical Care 
 
 
“Look Alike/Sound Alike” 
Medications – Chapter X 
 
Medication error reports are caused by drug names 
sound or look the alike. They may not look alike in print or 
sound alike when read, but, when handwritten or verbally 
communicated, these names could cause a mix-up.  
 
 NEUMEGA NEULASTA 
 AVINZA EVISTA 
 BICILLIN CR BICILLIN LA 
 BRETHINE METHERGINE 
 diphenhydramine dimenhydrinate  
 infliximab rituximab 
 METADATE CD METADATE ER 
 
The list above includes common mix-ups that have 
occurred and those that have the potential to cause a 
mix-up, nationally or here at St. Cloud Hospital.  (Brand 
names are capitalized.) 
 
Nursing News, Volume 25,  Number 6 Page 2 June, 2004 
 
Please send items that you would like included in the Nursing News to Deb Kaufman in the Patient Care Support office via interoffice mail, e-mail, or by calling 
ext. 54230.  The deadline for items is the 22nd of each month. 
Nancy A. Sibert 
Medication Safety Pharmacist 
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When is it a Restraint? 
 
As care providers we often grapple with the if and when of 
using a restraint.  As we learn more, and research gives us 
new direction, we adjust the care that we provide.  The use 
of restraints as part of our care is one of those areas in 
which we are growing and changing. 
 
Since November of 1999 we have tracked our Restraint 
Rate, both on individual units and as a housewide statistic.  
We have seen a definite downward trend in our use, while 
at the same time we have not had increases in serious 
injuries.  Our patient outcomes have remained good. 
 
JCAHO and CMS both have standards regarding the use of 
restraints.  The definition of a restraint is any method, 
whether it is physical or chemical that restricts a patient’s 
movement, physical activity, or normal access to their body 
constitutes restraint usage.  The device does not define it; 
the intent and more importantly, the patient outcome of 
using the intervention define it.  The exception is when is it 
standard practice during a procedure or in the immediate 
post-procedure care to maintain position, or limit mobility 
related to the procedure. 
 
During the recent review of our policy, Patient Safety in 
Bed, Wheelchair, and Cart CPCC/CNP had a lengthy 
discussion as to when the use of side rails or the safety belt 
in a w/c became a restraint.  By the above definition, if the 
patient can not voluntarily get up on their own, it is a 
restraint, and it then is governed by the rules related to the 
use of restraints.  To minimize the use of restraints, and 
limit them to clinically appropriate situations, the policy has 
been changed to reflect the current direction on restraints.  
Side rails need to allow for the patient to exit the bed.  
Generally that will mean using the ½ side rails, and if 
needed, one of the lower ones (so the patient can access 
bed or nurse controls).  Some units, e.g. Critical Care or 
ETC will have unit standards, based on their patient 
population, which dictate otherwise.  In these instances 
they are doing it for all patients in that defined population 
(and therefore exempt).  We have routinely applied safety 
belts on wheelchairs and commodes without asking the 
question does the patient need it?  Why do they need it?  It 
there another, less restrictive intervention that would 
accomplish the desired outcome?  Most often the patient is 
safe to be transported without a belt.  If a patient needs it to 
support their ability to sit upright, and this is documented in 
our assessments of the patient, then it is not a restraint.  
But if it is to keep the patient in the wheelchair, it is.   The 
policy has been changed to reflect that the safety belt is not 
a requirement, rather it is based on patient need. 
 
Our goal at SCH is to provide safe care in a safe 
environment, and protect the dignity and rights of the 
patient.  This challenges us as we select our interventions.  
We need to ask what is the patient at risk for?  What patient 
outcome are you trying to achieve?  How best, in the least 
restrictive way, to meet that need and desired outcome?  
In what direction does our assessment of the patient point 
us?  At times you will find that restraining a patient to 
prevent a fall, or to prevent interference with medical 
devices or wounds, or to control disruptive behaviors or 
wandering is the least restrictive.  When other alternatives 
have been tried and failed, that is when a restraint is 
appropriate. 
 
If you have questions, please call me at extension 53201.  
It is often helpful to have a discussion on this challenging 
topic.  Thanks for your efforts to reduce our restraint use! 
 
Deb Stueve 




Duragesic Patch Leaks: 
How To Protect Yourself 
 
You or your patients may have heard about a recent 
recall of Duragesic Patches (fentanyl transdermal 
system).  Some lots had the potential to leak along one 
edge of the patch.  
 
The Duragesic Patch contains a strong narcotic in the 
form of a gel.  If the gel leaks from the patch, patients can 
get too much or too little medication and those involved in 
patch application may be exposed unintentionally.  If 
medication gets into eyes, exposure is increased.  Over 
exposure may cause nausea, sedation, drowsiness or 
potentially life threatening complications.  If a patient gets 
too little medication, the patient may have inadequate 
pain control or withdrawal symptoms.  These include 
sweating, sleeplessness and abdominal discomfort.  
 
To protect yourself and your patients from the adverse 
effects due to unintended contact with the gel 
• observe for moisture or gel on the patch or in the 
package prior to use  
• do not use the patch if moisture is noticed   
• do not touch the gel or moisture 
• do not touch the gel side of the patch  
• wear gloves when handling the patches  
• immediately wash your hands with large amounts of 
water only after handling patches. 
 
If you or your patient have unintended contact with the 
gel, immediately wash the affected area with large 
amounts of water only.   
 
Nancy A. Sibert 
Medication Safety Pharmacist 
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Trauma Awareness 
 
Most people tend to think of trauma in terms of motor 
vehicle crashes, but traumatic injuries include everything 
from burns to falls, broken bones to assault. In many cases, 
a trauma victim’s survival depends on the immediate 
response and medical care provided at the scene of the 
injury. For instance, Gold Cross Ambulance provides 
advanced pre-hospital care and rapid transport from the 
scene. Ambulances frequently radio St. Cloud Hospital with 
the patient’s medical condition, so a trauma code can be 
activated at the hospital if necessary. Activating the trauma 
code mobilizes the surgeons, operating room personnel 
and critical care unit staff. 
St. Cloud Hospital’s Emergency Trauma Center (ETC) is 
staffed by board-certified emergency medicine physicians 
along with trained nurses and technicians who are certified 
in trauma care and advanced life support. The ETC also 
has access to medical staff support from all essential 
specialties. Serving 13 counties in Central Minnesota, the 
ETC offers a FAA-approved helipad for air ambulances, 
which transport patients from throughout Central 
Minnesota. 
Since 1998, the American College of Surgeons verified St. 
Cloud Hospital as one of three Level II Trauma Centers in 
Minnesota. In order to become certified as a Level II trauma 
center, the hospital must meet very high national standards 
of care. 
The ETC has 38 private patient rooms including specially 
designed rooms for the needs of children, trauma victims 
and psychiatric patients. In addition, there is in-house 
operating room coverage, CT, MRI, lab and x-ray available 
24 hours a day. Last year, the ETC treated approximately 
47,500 people. 
 
Long Prairie Memorial Hospital 
Long Prairie Memorial Hospital has 24-hour emergency 
care, which includes state-of-the-art technology and 
physicians and nurses who are specially trained in 
emergency medicine. All of the physicians and nurses have 
gone through comprehensive advanced life support 
(CALS).  
The hospital operates an ambulance service staffed by 
Emergency Medical Technicians (EMTs). The EMTs have 
undergone specialized training that allows them to perform 
a variety of procedures, including IV administration, 
advanced airway management and cardiac defibrillation. 
Melrose Area Hospital 
Melrose Area Hospital’s emergency room is open 24 hours 
a day and staffed by registered nurses specially trained in 
emergency care. A physician is always on call or available 
onsite to provide care and treatment. The ambulance 
service provided by the City of Melrose works closely with 
the hospital to meet emergency needs in the area. The 
registered nurses who work in the emergency room and 
three of the family practice doctors have completed CALS 






Indicators of Abuse 
 
This information is from the National Consensus 
Guidelines on Identifying and Responding to Domestic 
Violence in Health Care Settings, The Family Violence 
Prevention Fund. 
 
Many victims of domestic violence will talk about their 
experiences if asked to do so in a sensitive and 
empathetic way.  However, other victims may be reluctant 
to disclose.  They may be embarrassed, ashamed, or 
afraid that if they tell anyone they may be at risk for more 
severe abuse.  There may be financial issues and/or 
concerns about immigration status, or they may lack trust 
in people because trust was violated in their intimate 
relationship. 
 
Below are some of the reasons one might suspect 
domestic violence and might ask follow up questions. 
 
For Adults: 
▪ Failure to keep medical appointments, or comply with 
medical protocols 
▪ Secrecy or obvious discomfort when interviewed 
about relationship 
▪ The presence of a partner who comes into the 
examining room with the patient and controls or 
dominates the interview, is overly solicitous and will 
not leave the patient alone with her/his provider. 
▪ The patient returns repeatedly with vague complaints 
▪ A patient who presents with health problems 
associated with abuse 
▪ Unexplained injuries or injuries inconsistent with the 
history given 
▪ Somatic complaints 
▪ Delay between an injury and seeking medical 
treatment 
▪ Injury to the head, neck, chest, breasts, abdomen, or 
genitals 
▪ Bilateral or multiple injuries, especially if in different 
stages of healing 
▪ Physical injury during pregnancy, especially on the 
breasts or abdomen 
▪ Chronic pain without apparent etiology 
▪ An unusually high number of visits to health care 
providers 
 
If you see any of these indicators, or if you suspect 
abuse, yet the patient remains reluctant to discuss or 
disclose, provide the patient with the number of the 
Hospital Advocacy Program (53224) or Anna Marie’s 
women’s shelter (253-6900).  Let the patient know that 
should she/he ever need it, you are available as a 
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Catering to You 
 
Over the next week (first week in June), you will be seeing 
some improvements to our Patient Food Program.  We will 
be rolling out the Catering to You program.  What does this 
mean to the units?   
 
Less “Now” Trays and Confusion for New Admits: 
How?  The Catering to You Associate (CA) will be in 
contact with the units to catch any discharges, new admits, 
and room changes. 
 
Personal Contact: 
▪ Your CA will float according to the units listed below to 
help meet the needs of our patients. 
▪ During this time, they will speak the menu to try to fit 
the personal preferences on the menu to the patients.  
This will also eliminate some of the easy to fix 
concerns, for example, ensuring that the patients that 
order cereal…also order milk to have with their cereal. 
 
Order Taking: 
▪ Once we have a diet order placed, we can greet the 
new patient and take their menu choice during our 
breaks between service. 
▪ How do we address a patient that is admitted during 
service times?  The Unit will voice page the CA that will 
be on the unit and let them know there is a new admit.  
The CA will then finish passing the current floor they 
are on and make sure a meal is available for them.   
▪ What about overnight?  Unfortunately, we do not have 
CA that work during this time and all meals will be 
coordinated through the Riverfront Dinning Room as it 
currently does.   
 
Personal Responsibility: 
▪ Since the CA took the order, they will be responsible for 
assembling the trays and delivery.  This will help with 
accuracy and will free up the nursing staff to 
concentrate on patient care, instead of extra sugar or 
pepper.  Of course, we always encourage teamwork 
and support as our Catering Associates will be on 
different floors and passing trays. 
 
What do I do if I have a concern?   
Please DO NOT call Ext. 54570.  There will not be a person 
staffed in the diet office any more.  (This will delay any 
concerns you may have.) 
▪ First, page your catering associate.  They will be the 
best contact to help correct things fast.  When paging, 
check the time.  CAs will be working hard to pass trays 
and serve our patients during breakfast, lunch and 
dinnertime.  It may take a little longer to receive a 
response during these time periods. 
▪ If your catering associate is not able to help solve the 
problem is, please page Shari Nusbaum, Diane 
Dwenger (or whomever is the Manager on Duty).  After 
that, if you still have concerns, please contact John 
Christiansen by pager or call Ext. 54569. 
 
 
Voice Pager List: 
Catering Associate & Unit(s): Pager #: 
CA 1:  Telemetry 89-0438 
CA 2:  Med 2, Med 3, and MPCU 89-0437 
CA 3:  Surgical 1,2, and SPCU  89-0434 
CA 4:  Medical 1 and Surg 2 89-0458 
CA 5:  Orthopedics and CCE 89-0440 
CA 6:  Neurology, RI, and CCNS 89-0439 
CA 7:  FBC, WMNH 89-0475 
CA 8:  Oncology and Peds 89-0679 
  
Other Contacts: Alpha Pager #: 
Patient Services Manager: 
Shari Nusbaum  
89-1115 
Specialist/Manager on Duty: 
Diane Dwenger  
89-1116 
Director: John Christiansen  89-1113 
 
John Christiansen 
Director Nutrition Services 
 
 
A Little Known Fact About 
“Subcutaneous” 
 
St. Cloud Hospital has been focused on abbreviations 
and patient safety for many years.  We have been 
removing unsafe abbreviations, including “SC” and “SQ”, 
from preprinted orders when the orders are reviewed. 
“Sub q” was recently changed to “subcut” as the current 
recommendation for abbreviating “subcutaneous.”  (See 
CentraNet) 
 
Although “SC” and “SQ” have not appeared on the SCH 
approved or recommended abbreviation list for many 
years, they are still found in many handwritten orders and 
documentation in patient charts.    
 
These abbreviations have been on the dangerous 
abbreviation list from ISMP (Institute for Safe Medication 
Practices) for many years.  All have the intended meaning 
of “subcutaneous.”  When “sub q” has been used, the “q” 
has been mistaken for “every”.  One heparin dose 
ordered “sub q 2 hours before surgery” was 
misunderstood as every 2 hours before surgery.  “SC” 
has also been mistaken for “SL” the abbreviation for 
sublingual.  ISMP recommends writing “subcutaneous” or 
shortened as “subcut”.   
 
To add to the safety issue, the medications typically 
ordered to be administered subcutaneously are also 
considered high-risk medications, insulin and heparin.  
High-risk medications are those medications involved in 
errors that have the greatest tendency to cause harm to a 
patient.  Nationally, insulin and heparin continue to be in 
the top reported medication errors that cause harm to the 
patient.  They also remain in our top 3 reported 
medication safety events.   
 
To improve patient safety, please use “subcut” if you 
need to abbreviate “subcutaneous”.  Don’t be surprised 
when some of these abbreviations show up on a future 
Do Not Use abbreviation list. 
 
Nancy A. Sibert 
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Stroke Awareness 
 
Last month, St. Cloud Hospital provided free blood pressure 
checks as a part of Stroke Awareness Month. 
 
“People underestimate the effects of stroke so it is 
important to raise public awareness,” said Melissa Winans, 
St. Cloud Hospital’s stroke case coordinator. “Stroke is the 
third leading cause of death and the leading cause of 
disability in the United States.” 
 
This year, approximately 700,000 Americans will 
experience a new or recurrent stroke and about 160,000 of 
them will die as a result. On average, every 45 seconds 
someone in the United States has a stroke and every three 
minutes someone dies of a stroke. The estimated direct and 
indirect cost of stroke is 53.6 billion dollars for 2004 in the 
United States.  
 
“Due to the high incidence and devastating effects of 
stroke, it is important to know the warning signs, know your 
stroke risk factors, and how to respond to them 
immediately,” said Winans.   
 
Stroke warning signs: 
• Sudden, severe headache with no known cause 
• Sudden numbness or weakness of the face, arm or leg, 
particularly on one side of the body 
• Sudden confusion, trouble speaking or difficulty 
understanding 
• Sudden vision change in one or both eyes 
• Sudden difficulty walking, dizziness, loss of balance or 
coordination 
 
“After only four minutes without blood and oxygen, brain 
cells become damaged,” said Winans. 
 
Not all of these warning signs occur in every stroke. If one 
or more symptoms occur, don’t wait - get help immediately!  
Stroke is a medical emergency - call 911! 
 
What is a stroke? 
• A stroke is a brain attack! 
• A stroke occurs when a blood vessel that carries 
oxygen and nutrients to the brain is either blocked by a 
clot or bursts and bleeds into the brain. 
• When clots or fatty deposits block an artery, an 
ischemic stroke can occur. An ischemic stroke develops 
when a blood vessel (artery) supplying blood to an area 
of the brain becomes blocked by a blood clot. 
Approximately 80 percent of all strokes are ischemic 
strokes.  
• Hemorrhagic strokes occur when an artery wall breaks, 
and blood pools into the brain. 
• When the affected part of the brain is unable to receive 
oxygen-rich blood, the brain tissue immediately begins 
to die. 
• When part of the brain begins to die from lack of blood 
flow, the part of the body it controls is affected. 
• Strokes can cause paralysis in many areas of the 
body, affecting communication, swallowing and 
chewing, cognitive functions and many other 
disabilities. 
 
Reduce stroke risk by controlling modifiable risk 
factors: 
• Know your blood pressure. If it is elevated, work with 
your doctor to keep it under control. 
• Recognize and treat diabetes mellitus. If you have 
diabetes follow your doctor’s recommendations 
carefully to control your blood sugar. 
• If you smoke, STOP SMOKING IMMEDIATELY! 
Smoking cigarettes greatly increases your risk of 
having a stroke. 
• Find out if you have an irregular heart rhythm known 
as atrial fibrillation and work with your doctor to help 
control your risk of stroke. 
• Continue regular medical visits with your physician. 
 
Non-modifiable risk factors: 
• Increasing age: The chance of having a stroke more 
than doubles for each decade of life after age 55. 
• Gender: According to recent data, the prevalence and 
incidence of stroke are about equal for men and 
women. However, when comparing women and men, 
women will die to strokes more frequently than men 
at all ages of life. 
• Heredity and race: Stroke risk increases in people 
who have a family history of stroke. In comparison to 
Caucasians, African Americans have a greater risk of 
stroke. 
 
For more information, please contact your physician, or 
visit the American Stroke Association Web site at 
www.strokeassociation.org, or the National Stroke 









How To Waste Fentanyl Patches 
 
St. Cloud Hospital’s Controlled Substances Waste Policy 
(which can be found on CentraNet) states the following: 
 
"Used and unused patches will be folded in half (drug 
side in), cut into pieces and the pieces will be placed into 
a sharps container.  Wash hands after discarding 
patches." 
 
Nancy A. Sibert 
Medication Safety Pharmacist 
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The Tissue Recipients: 
American Red Cross Transplantation Services provides the 
link between people who generously donate tissue and 
patients in need of these life saving and life enhancing 
gifts. Although these individuals will never know one 
another, they become a part of a nationwide community 
involved in tissue donation. Here are some real quotes from 
transplant recipients.  This could not be possible without 
your hospital’s donation program and your individual 
involvement. 
 
Amber, a heart valve recipient: 
“I’m so happy that I got a chance in life. I feel healthy and 
full of energy. I am a brand new person”  
 
Terry, a skin recipient: 
“Thanks for a miracle” 
 
Joann, a bone recipient: 
“I couldn’t even pick up a coffee cup…In relation to where I 
was before surgery, this is absolute heaven…the surgery 
was a great success” 
 
Jared Brock, heart valve recipient: 
“I am so happy I got a second chance at life when I was 10 
years old. I am so grateful for donors and their families for 
making this possible” 
 
 
I want to learn more about donation, who should I 
contact? 
Your local hospital donor coordinator: 










When ARC is evaluating a potential donor, the hospital 
provides medical history to the donor coordinator.  Why 
do you still need to reach the family to complete yet 
another medical history? 
 
Response: 
Safety of tissue is our number one priority. In fact, our 
tissue has never been safer.  In order to do this, we must 
gather as many details about the potential donor’s past 
history as possible.  The medical/social questions that are 
asked to the family are often not known at the hospital. 
These questions are very similar to questions that are 
asked to blood donors.  There are also governmental 
bodies such as the FDA that require this information so 
that tissue can be transplanted.  These screening 
procedures, as well as rigorous testing have made 
transplantation a sound practice. 
 
After a family is informed that donation is a potential 
option, you can prepare them for the next step. Let them 
know that ARC will contact them to obtain this important 
information.  Our Donor Coordinators are well trained, 
representing a compassionate and caring attitude to 
complete this often difficult session.   
  
 
Things to Know: 
The scientific name for a graft of human tissue is 
“allograft”, meaning tissue from another human being. 
 
Tissue transplantation does not require that the donor 
and the recipient have similar blood types 
 
Not a single case of HIV or hepatitis transmission has 
been documented as a result of using American Red 
Cross tissue. 
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CentraCare Laboratory Services 
Unveils New Manual 
 
CentraCare Laboratory Services (CCLS) in conjunction with 
Mayo Medical Laboratories, is pleased to announce a new, 
joint, web-based catalog that is available on CentraNet.  
The new catalog provides concise test information to 
facilitate correct ordering, collection and processing. 
 
To access the new CentraCare Laboratory Services 
Manual on CentraNet, use the following easy steps: 
1. Click on CentraNet 
2. Click on Manuals 
3. Click on CentraCare Health System 
4. Scroll down to Lab/Pathology.  
5. Click on “Additional Policies/Procedures from Mayo 
Medical Laboratories”. (This is the temporary name for 
the new manual). 
6. An Online Service Agreement will display. Click on “I 
Accept” at the bottom of the screen to proceed. 
7. Next, a General Information bar and  four tabs – 
Search, Order Info, Help, Exit – will display. 
 
General Information: 
General Information includes basic information related to 
the laboratory such as general policies, stat testing,  
transfusion service policies, etc. 
 
1. To view General Information, click on the words 
"General Information" in the left Navigator bar.   
2. Select the desired General Information by single 
clicking on the name of one of the items from the list.  
3. The General Information (PDF document) will appear.  
4. To return to the General Catalog Information page, 
select the Back button on your Browser window.  
5. Select the Search tab at the top of the page to return to 
the Test Search Screen.  
 
Basic Search for Test Information: 
1. To begin your search, simply click on the SEARCH tab. 
2. Several options for searching will display. The defaults 
for searching are the Published Name and Test Code. 
You do not need to change these. 
3. Proceed to the SEARCH FOR box.  
4. Enter the first few letters or numbers of the item you are 
searching for.  
5. The default for searching is  “Begins with”. You do not 
need to change this.  
6. Click the SEARCH button.  
7. The screen will refresh. Scroll down to the test you are 
researching.  
8. Select the desired test by single clicking on the name 
of the test.  
9. Review the Test Detail of your selected test using the 
scroll bar on the right side to view the entire test 
detail.  
10. To return to the Search Results page, select the Back 
button on your browser window.  
11. To return to the Test Information search page, select 
the Search tab at the top of the page.  
 
Example:  If searching for all tests that begin with the 
letter “A”, enter “A” in the SEARCH FOR box.  Click 
on the SEARCH button. After the screen refreshes, 
scroll down to the name of the test you are 
researching. Click on the name of the test to display 
all information associated with the test. 
 
Exit: 
To Exit the application, select the Close [X] in the upper 
right corner of your browser. 
 
Other Information: 
Both the old and new CentraCare Laboratory Services 
Manuals will be available on CentraNet until Monday, 
June 21, 2004.  
 
Clicking on Manuals, CentraCare Health System, 
Lab/Pathology will help you to access the old manual.  On 
June 21st, the old manual will be replaced with the new 
manual which will be available under the Lab/Pathology 
link. The Additional Policies/Procedures from Mayo 
Medical Laboratories link will be retired. 
 
Please feel free to call the Customer Service area of 
CentraCare Laboratory Services for assistance in using 




CentraCare Laboratory Services 
 
 
Congratulations to the Following Who 
Have Achieved or Maintained Their 





Karla Becker, RN Surgery 
▪ Surgical intervention for treatment of atrial fibrillator 
▪ Inservice: CABG Prep 
▪ Procedure scheduling prompters pacers/defibrillators 
▪ Peri-op Open House 
▪ Emergent chest entry cart for ETC trauma patients 
▪ Developed a re-orientation CBA 
▪ Nurse Practice Committee Charter member 
▪ AORN, CNOR 
▪ Cardiovascular Specialty Assembly 
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▪ Minnesota Thoracic Society 
Level IVs cont’d. 
 
Jeanne Friebe, RN, BSN, IBCLC Family Birthing 
▪ NICU Grand Rounds 
▪ Didatic, Labor and Delivery Class 
▪ PCW Ed Days: Posters, cup feeding, alternative 
complimentary therapy 
▪ Woman’s Health Expo 
▪ Created web page on CentraNet for Lactation Program 
▪ MHP featured speaker on guided imagery 
▪ PI Committee Member and Chair 
▪ Coordinated/Updated Childbirth Classes 
▪ Planning Committee: PCW Ed Day 
▪ Perinatal Committee  
▪ Family Centered Care Committee 
▪ Employee Satisfaction Committee 
▪ IBCLC 
 
June Bohlig, RN, BSN, CNOR Surgery 
▪ Inservice: Malignant Hypothermia 
▪ Peri-op Core Classes 
▪ Follow-up Fire Drill in OR 
▪ Biological Documentation 
▪ PI Committee 
▪ Preceptor 
▪ JCAHO Safety Presentation, Quiz and Follow-up 
▪ AORN Board and Member 
▪ CNOR 
▪ Validation, Biological Machine 
 
Bonnie Curtis, RN, CCRN Nephrology 
▪ Developed ETOH Withdrawal and Sedation Protocols 
▪ Code Blue Class 
▪ Nursing Process Core Group Leader 
▪ Sedation Consultant in Critical Care 
▪ Co-author 5 Chapters AACN Procedure Manual 
▪ CC Ed Day 
▪ Sedation Task Force 
▪ Pharmacy and Therapeutics Committee 
▪ AACN, CMAC, MOLN 





Mary Rennie, RN CSC 
▪ Optio Redo: ECT Forms 
▪ Nursing Process Core Group Leader 
▪ Peri-op Open House 
▪ PI Committee 
▪ Champion PI Report: Chart Audits 
▪ Preceptor 
▪ Communications Committee 
▪ Patient Flow Task Force 
▪ Minnesota SDS Association 







Rhonda Fitzthum, RN CCNS 
▪ Chart Plus Automated Documentation Super User 
▪ Leadership Students, St. Ben’s 
▪ Preceptor 
▪ Nurse Practice 
▪ AACN 
 
Desiree Fuecker, RN Surgery 
▪ Participant, Peri-op Nurse Week 
▪ Heart Walk 
▪ Cathedral High School Speaker 
▪ Preceptor 
▪ Hohmium Laser Module 
▪ Laser Committee 
▪ Employee Satisfaction Committee 
▪ Stations: Ortho Fracture Table and Tourniquet Machine 
 
Michelle Templin, RN Med/Onc 
▪ JCAHO, Magnet Prep Team 
▪ Optio Med/Onc checklist 
▪ PI Committee, Member and Co-Chair 
▪ Preceptor 
▪ Practice Committee 
▪ Clinical Ladder Representative 
▪ Port Access Certification and Recertification  
 
Yvonne Leedahl, RN Peds/Short Stay 
▪ Pediatric Case Conference 
▪ Inservice: Hem/Onc Inpatients with Central Lines 
▪ Pediatric Pre-sedation H & P and Informed Consent 
▪ Standing Orders, Fever and Nutropenia 
▪ Synagis Preprinted Orders 
▪ Communication Tool: CC Short Stay/Mpls. Children’s 
▪ Cancer Kids Picnic, Tree of Hope 
▪ Peds Chemo Administration Policy 
▪ Central Line Occlusion Management Policy 
▪ CBO/CBA for Peds Short Stay: RN, LPN and PCA 
▪ Leadership: Hem/Onc Advisory Board 
▪ PCW Care Center Board 
▪ APON 
 
Jill Harris, RN KDB 
▪ Fire Drill Updates/Inservice 
▪ Stress Reduction for staff 
▪ Pre and Post Dialysis Checklist 
▪ PI Member 
▪ Patient/Family Education: Skin Care 
▪ Handwashing Module 
▪ ANNA 
 
Anne Gagliardi, RN Surgery 
▪ Coordinator CPCC, CNPC Newsletter 
▪ Research Peri-op Outcome Standards 
▪ PI Member 
▪ Nursing Process Audit 
▪ Practice Committee Member and Chairperson 
▪ AORN Member and Nominating Committee 
▪ Research Patient Identification and Procedural 
Verification Policy and Checklist 
▪ OR Code Blue Policy 
